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 In this age of globalization, global public health has become a topic of vital importance 
and interest, involving superstars such as Jeffrey Sachs and Paul Farmer, who are shaping the 
debate about the best approaches for meeting critical health needs around the world. This surge 
in interest in global health has created a demand for educating public health professionals who 
can be leaders in designing and implementing successful health programs around the world. 
Many schools of public health have created global health programs to meet this demand. 
However, much of the funding, research and training programs in global health are based in 
universities in wealthier countries and are focused on educating students from these countries 
who want to work in the international health field.  
Public health is an interdisciplinary community-based field that depends strongly on 
knowledge of local conditions for its success. Even the best intervention approaches based on 
solid research may not be effective in the field if they are not specifically tailored to the social, 
economic, environmental or demographic conditions of the local community 
A truly “global” public health curriculum that serves practitioners worldwide needs to 
find a way to integrate research with the knowledge that is needed for successful implementation 
of programs on the ground. Such a curriculum should allow public health professionals from 
around the world to get trained on skills and methods that will be useful to them in their day-to-
day work, but should also allow them to use the capabilities of modern internet technology to 
interact, to share experiences, to bring their expertise to a common virtual “table” and to 
collaborate on tackling the problems that affect each and every one of us as human beings, 
irrespective of our economic circumstances and our geography. 
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 The objective of this paper is to design such a curriculum, intended to be offered as a 
distance learning global health certificate for experienced public health professionals from 
around the world. This paper lays out the conceptual design for this curriculum based on an 
identification of public health issues of common global importance and the competencies that 
experienced public health professionals from around the world need to have to deal with these 
issues. An instructional design for this curriculum is also presented, based on well-known 




In this age of globalization, global public health has become a topic of vital importance 
and interest, involving superstars such as Jeffrey Sachs and Paul Farmer, who are shaping the 
debate about the best approaches for meeting critical health needs around the world. The entry of 
Bill and Melinda Gates into this field has substantially increased the amount of funds available 
for tackling global health issues, and has introduced much-needed discussion about 
accountability, effectiveness and return on investment in international programs.  
This surge in interest in global health has created a demand for educating public health 
professionals who can be leaders in designing and implementing successful health programs 
around the world. Many schools of public health have created global health programs to meet 
this demand. However, much of the funding, research and training programs in global health are 
based in universities in wealthier countries and are focused on educating students from these 
countries who want to work in the international health field. For example, the website of the 
International Health department at Johns Hopkins University states that its degree programs 
“train students for leadership roles in international agencies, such as UNICEF and the World 
Bank, national assistance organizations such as the U.S. Agency for International Development, 
ministries of health, research institutions, private foundations and volunteer organizations (Johns 
Hopkins University, 2007).  
Also, many of the intervention programs implemented in countries around the world are 
designed based on research conducted by faculty from universities in economically advantaged 
countries. Field work is conducted by students taught by this faculty. This creates a paradoxical 
situation where global public health research and competency-building programs are created in 
countries that do not typically face many of the health and social issues that these programs try to 
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address. According to the World Health Organization, in a self-administered survey of ten 
European research institutions, six stated that collaborative research ventures with developing 
countries were mostly designed and funded by affluent countries (Edejer, 1999). 
This system of educational leadership from Western universities is not unique to public 
health. There are many disciplines in which graduate students from all around the world study in 
U.S. or European universities and acquire and expand the knowledge base of these disciplines. In 
many of these fields, such as engineering or basic sciences or medicine, the concepts and 
applications taught in western universities are generally applicable around the world. By 
contrast, public health is an interdisciplinary community-based field that depends strongly on 
knowledge of local conditions for its success. Even the best intervention approaches based on 
solid research may not be effective in the field if they are not specifically tailored to the social, 
economic, environmental or demographic conditions of the local community (Abelson, 2001). 
The most successful programs are those that integrate the knowledge of local experts with the 
research knowledge and global experience of well known academic institutions.  
A truly “global” public health curriculum that serves practitioners worldwide needs to 
find a way to integrate research with the knowledge that is needed for successful implementation 
of programs on the ground. Such a curriculum should allow public health professionals from 
around the world to get trained on skills and methods that will be useful to them in their day-to-
day work, but at the same time, should also allow them to share their perspectives and 
knowledge on how they deal with local public health challenges with their peers. An innovative 
global curriculum is one in which the experience, expertise, needs, successes and failures of 
public health systems, programs, policies and professionals around the world are core elements 
of the learning content. 
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The hypothesis of this paper is that a global health program that is designed to 
accomplish this will not only be beneficial to practitioners around the world, but could also 
provide a competitive edge for a university that offers such a program. The objective of this 
paper is to design a curriculum for such a program.  
2. Approach 
This paper is the first part of a two-part initiative aimed at defining appropriate content 
for a distance learning global health curriculum. This paper lays out the conceptual design for the 
curriculum based on an identification of public health issues of global importance and the 
competencies that experienced public health professionals from around the world need to have to 
deal with these issues. These issues and the competencies are identified through a review and 
synthesis of the literature.   
The second part of the curriculum design initiative will validate the concepts of this paper 
with data collected by interviewing potential program participants and opinion leaders to ensure 
that the curriculum is aligned with their skill-enhancement needs. This data will be used to 
modify the curriculum developed in this paper as needed and to develop a business plan to 
implement the curriculum. 
A step-by-step approach is taken to create the curriculum in this paper. The approach 
answers the following questions in sequence: 
1. How should “global health” be defined to include the needs of public health 
professionals from around the world? 
2. What are the essential functions that global public health professionals should 
perform as part of their jobs? 
3.  What common competencies are needed globally to perform these functions? 
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4. What curriculum is needed for public health professionals to acquire these 
competencies without a multiple year commitment? 
5. What kind of instructional design will enable the curriculum to be administered 
through distance learning and still allow participants to share their expertise? 
The sequence of the above questions is important because we first need to define our 
objectives before we begin to develop solutions.   The global health definition establishes the 
vision and principles for the program. The list of functions defines the scope of the program. The 
competencies describe the skills that are needed to address the scope. The curriculum represents 
the knowledge base needed to acquire these skills. The instructional design identifies an effective 
method to impart this knowledge and to allow the sharing of expertise. The sequential nature of 
our analysis is also reflected in the structure of this paper. The sections of this paper and the 
contents of each section are presented in Table 1. 
3. Definitions and Principles 
Definition of “Global Health”  
Since the objective of this paper is to develop a curriculum for global health, an 
appropriate definition of global health is an important first step. A good starting point is to 
examine the common definitions of global health that currently exist in the literature.  
Unfortunately, the literature provides few concrete definitions of global health. The WHO and 
the Global Health Council use the term liberally in their publications and websites but do not 
define it.  
 There is some discussion in the literature about the differences, if any, between 
“international” and “global” health. Bunyavanich and Walkup (2001) interviewed 29 
international health leaders from governments, NGOs and academic institutions about their 
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theoretical and practical associations with the concept of “global health”. Their conclusion was 
that the term “global” emphasized the interconnectedness of health issues, while “international” 
had connotations of constraints imposed by boundaries between nations or states.  
The notion of interconnectedness is evident in the view of the  Institute of Medicine 
(IOM), which, in its 1997 report,  refers to global health as “health problems, issues, and 
concerns that transcend national boundaries, may be influenced by circumstances or experiences 
in other countries, and are best addressed by cooperative actions and solutions” (Institute of 
Medicine, 1997). In a more recent report (Institute of Medicine, 2003), the IOM defines global 
health as a critical content area for public health education and states that “public health 
professionals must understand global issues and their determinants; they must understand how 
local actions can have health impacts across the globe”.  
Bunyanovich and Walkup (2001) believe that this broad definition of global health is 
supplanting a narrower definition such as the one used by Akbar et al. (2005) in their paper 
identifying competencies for Australian health professionals working in international health. 
Akbar and her colleagues define the Australian international health force as “Australians 
undertaking work related to, or in, a developing or resource poor country”. 
To what extent do these two definitions assist in the development of a global health 
curriculum? Neither of these definitions is directly helpful. On one hand, the IOM definition is 
complex and broad, and it is difficult to see how a practical curriculum can be derived from it. 
On the other, the Australian definition is narrow and one-dimensional.  For the purposes of this 
paper, a different definition of global health is required. 
In order to develop this definition, it is useful to observe that “global” and “local” are 
relative terms. A public health professional in the United States might consider malaria to be a 
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global disease because of its geographic prevalence, but for a health administrator responsible for 
spraying operations in an African city, it is a very local problem. Similarly, a health policy 
analyst in the US might consider the problem of unaffordable health costs to be a characteristic 
of US health policies and politics, but a policy analyst in India might view the widening gap in 
health care access between the rich and the poor in that country to be a result of globalization, 
and therefore an issue of global consequence.  
Given these relativistic difficulties, it is necessary to develop an operational definition of 
global health that is practical and that directly pertains to competencies and skills. Ultimately, all 
public health professionals around the world are engaged in activities to improve and sustain the 
health of populations. Most public health professionals face significant challenges in their job 
that they often tackle on their own, with few resources. The greater the global connectivity of 
public health professionals around topics of mutual interest, the better their ability to learn about 
common challenges and to share and explore collaborative solutions.  Our definition of global 
health needs to include this idea of global sharing. For the purposes of this paper, we define 
global health as  “a collection of issues, topics and challenges that are commonly faced by public 
health professionals around the world, which, if collaboratively addressed through international 
educational programs, can result in innovative local solutions to improve health outcomes and 
help to create a more skilled and interconnected global workforce”.  This definition recasts the 
somewhat vague “health problems, issues and concerns that transcend national boundaries” of 
the IOM definition into a more concrete characterization based on challenges faced by health 
professionals everywhere. 
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Identifying the Target Audience 
The next step is to determine the potential target audience for a global health curriculum 
based on the above definition. A good starting point, once again, is to review the literature. The 
IOM report from 2003 (Institute of Medicine, 2003) defines a public health professional as “a 
person educated in public health or a related discipline who is employed to improve health 
through a population focus”. The Public Health Workforce Enumeration Report produced by the 
National Center for Health Workforce Information and Analysis (NCHWIA, 2000) classifies 
health care occupations into the four standard categories utilized by the U.S. Office of Personnel 
Management: Administrative, Professional, Technical and Clerical/Support. This classification 
is based on salaried positions in federal and state public health agencies, and on salaried and 
volunteer personnel in a few non-profit organizations.  Kennedy et al. (1999) provide a broader 
categorization and divide the workforce involved in public health into population-based service 
providers and institutional service providers. The former include federal and state public health 
agencies, other supporting government agencies such as Departments of Agriculture, Human 
Services or Public Safety, non-profit groups such as the International Red Cross or the March of 
Dimes and community-based organizations. The latter include hospitals, large workplaces and 
educational institutions.  
We envision a broader target audience envisioned for the global health curriculum in this 
paper. The primary candidates will be members of the administrative or professional ranks in 
public health systems in the US or abroad.  But there are other groups for whom the program we 
are designing should be of interest. Administrators and professionals working in industries 
ancillary to direct health care provision, such as insurance or pharmaceuticals are viable target 
candidates for this program. Directors and managers in international and local non-government 
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organizations who work in the health sectors, or those working in advocacy and human rights 
related fields who have to address health challenges will find the program useful.  Researchers 
and analysts who work in think tanks or universities will benefit from a program that connects 
them directly to practitioners from around the world. 
Defining the target audience for a global health curriculum too narrowly reduces the 
opportunity to bring together people of diverse backgrounds but with common interests. Politics, 
funding sources and differing priorities and agendas have tended to separate those who work on 
the social side of public health (government agencies, NGOs) from those who work on the 
industrial side (for-profit hospitals, insurance, pharmaceutical companies). Similar walls exist 
between researchers and practitioners in public health. A key objective of the global health 
curriculum proposed in this paper is to be able to break down these walls by providing a vehicle 
for diverse practitioners and researchers around the world to connect with one another and to 
take advantage of collective skills and experiences to jointly explore solutions to global health 
problems of mutual relevance.   
The practical challenge is to develop a curriculum that appeals to such a wide target 
audience but at the same time enables focused and targeted enhancement of knowledge and skills 
of the participants of the program. As currently envisioned the curriculum is best offered as a 
specialized certificate program for experienced professionals rather than as an elective option for 
entry-level MPH students. However, in order to remain aligned with the educational objectives 
of a school of public health through which the program will be offered, it will be necessary to 
integrate the courses that are created as part of this curriculum with the educational mainstream.    
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Design Principles for the Global Health Curriculum 
 These principles are characteristics that the curriculum should have to satisfy the scope 
and objectives laid our earlier. These principles will serve as guidelines for the specifics of the 
curriculum formulated in later sections of this paper. 
The key design principles are as follows: 
1. The program should last no more than a year, and therefore the curriculum should consist 
of no more than courses. The curriculum should be offered as a new program focused on 
senior professionals from around the world. 
2. The target audience should consist of experienced administrators and professionals in the 
U.S. and abroad who have common interests and challenges in their work dealing with 
health issues. The target audience should be broad, focusing not only on traditional 
population and institutional service providers, but also on directors and managers of 
NGOs, researchers and analysts in policy think tanks and universities and executives in 
ancillary industries such as health insurance and pharmaceuticals.  
3. The program should primarily be marketed as a prestigious global health specialty 
certificate to experienced professionals, with an emphasis on collaborative problem 
solving and global connectivity. Some potential models are executive MBA programs or 
leadership programs offered by organizations such as the World Bank Institute. 
4. The final program design should ensure alignment with any existing global health 
programs in the school of public health through which the program is offered. 
5. The curriculum should be a distance learning offering to attract both US and international 
students. 
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6. The curriculum should emphasize two-way transfer of knowledge – focusing on the 
application of research to practice as well as on bringing the local knowledge and 
experience of communities to the educational sphere. 
7. The curriculum should emphasize “horizontal” knowledge sharing (among participants of 
the program) as well as “vertical” education (traditional academic education). 
4. Essential Public Health Functions to be Included in a Global Health Curriculum 
A successful global health curriculum targeted at international participants should ensure 
that skill enhancements are focused on activities that have a common relevance to public health 
professionals around the world. One way to identify these activities is to look at “core” or 
“essential” public health functions. These are defined in the literature (see, for example, Yach 
(1996)) as “a set of fundamental activities that address the determinants of health, protect a 
population’s health, and treat disease.” Core or essential functions answer the question: what 
does a public health professional do?  In this section, we create a list of these functions from 
different sources in the literature and then select the functions that could be of common interest 
to a global community of practitioners.  These functions will help to define a list of competencies 
that must be addressed by a global health program designed for this community   
Essential Public Health Functions: International Perspectives 
In the following pages, we compare core public health functions from the perspective of 
three countries and of the WHO. These perspectives are summarized in Table 2. 
 USA- Essential Public Health Services: In the USA, a working group comprised of a 
variety of Public Health Agencies called the Public Health Functions Steering Committee 
(members are :American Public Health Association, Association of Schools of Public Health, 
Association of State and Territorial Health Officials, Environmental Council of the States, 
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National Association of County and City Health Officials, National Association of State Alcohol 
and Drug Abuse Directors, National Association of State Mental Health Program Directors, 
Public Health Foundation, U.S. Public Health Service) defined the following ten essential public 
health services (Public Health Functions Steering Committee, 1994):  
 Monitor health status to identify community health problems  
 Diagnose and investigate health problems and health hazards in the community  
 Inform, educate, and empower people about health issues  
 Mobilize community partnerships to identify and solve health problems  
 Develop policies and plans that support individual and community health efforts  
 Enforce laws and regulations that protect health and ensure safety  
 Link people to needed personal health services and assure the provision of health care 
when otherwise unavailable  
 Assure a competent public health and personal health care workforce  
 Evaluate effectiveness, accessibility, and quality of personal and population-based health 
services  
 Research for new insights and innovative solutions to health problems  
Australia: In Australia, the National Public Health Partnership, which is an 
intergovernmental body “responsible for identifying and developing strategic and integrated 
response to public health priorities in Australia” (NPHP, 2007) developed a list of core functions 
for public health based on a national Delphi study, which surveyed a cross-section of public 
health practitioners, policy makers and researchers. Based on this study, the following core 
functions were identified (National Public Health Partnership, 2000): 
 Assess, analyze and communicate population health needs and community expectations. 
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 Prevent and control communicable and non-communicable diseases and injuries through 
risk factor reduction, education, screening, immunization and other interventions. 
 Promote and support healthy lifestyles and behaviors through action with individuals, 
families, communities and wider society. 
 Plan, fund, manage and evaluate health gain and capacity building programs designed to 
achieve measurable improvements in health status, and to strengthen skills, 
competencies, systems and infrastructure. 
 Promote and support healthy lifestyles and behaviors through action with individuals, 
families, communities and wider society. 
 Strengthen communities and build social capital through consultation, participation and 
empowerment. 
 Promote, develop, support and initiate actions which ensure safe and healthy 
environments. 
 Promote, develop and support healthy growth and development throughout all life stages. 
 Promote, develop and support actions to improve the health status of Aboriginal and 
Torres Strait Islander people and other vulnerable groups. 
 United Kingdom:  In a document detailing the reforms needed at the National Health 
Service, the British Department of Health identified the following items as the scope of a modern 
public health system (Department of Health, 2001):   
 Health surveillance, monitoring and analysis 
 Investigation of disease outbreaks, epidemics and risks to health 
 Establishing, designing and managing health promotion and disease prevention programs 
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 Enabling and empowering communities and citizens to promote health and reduce 
inequalities. 
 Creating and sustaining cross-governmental and inter-sectoral partnerships to improve 
health and reduce inequalities 
 Ensuring compliance with regulations and laws to protect and promote health. 
 Developing and maintaining a well-educated and trained, multidisciplinary public health 
workforce 
 Ensuring the effective performance of NHS services to meet goals in improving health, 
preventing disease and reducing inequalities 
 Research, development, evaluation and innovation 
 Quality assuring the public health function 
 World Health Organization: The World Health Organization has conducted several 
studies aimed at defining core functions for public health. A Delphi study involving 145 
respondents in 67 countries was sponsored by the WHO (Bettcher, Sapirie, & Goon, 1998). The 
WHO’s Western Pacific Region combined the results of this study with the public health 
function lists presented above from the US and Australia, and developed the following list of 
essential public health functions(World Health Organization, 2003): 
 Health situation monitoring and analysis 
 Epidemiological surveillance/disease prevention and control 
 Development of policies and planning in public health 
 Strategic management of health systems and services for population health gain 
 Regulation and enforcement to protect public health 
 Human resource development and planning in public health 
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 Health promotion, social participation and empowerment 
 Ensuring the quality of personal and population-based health services 
 Research, development and implementation of innovative public health solution 
Synthesis and Analysis 
 Our purpose in doing this detailed review of the essential functions from around the 
world is to create our own list of functions relevant to global health. We do this in three steps. 
The first step is to synthesize and consolidate the lists summarized in Table 2. The first column 
in Table 3 shows this list.  Since detailed descriptions for the functions were not always 
available, judgment was used to create the integrated list. There may be some overlap among the 
functions in the list, but overall the integrated list reflects a set of distinct core public health 
functions defined in the literature.  
 The second step is to select the functions that are relevant to global health from the list in 
Table 3. The criterion that we use to do this is to assess the extent to which a function is likely to 
be dependent on local policies, laws or culture both in concept and implementation.  In order to 
be useful to a broad audience, our global health curriculum should cover topics that would 
benefit from a common global conceptual approach, even if the local implementations are 
different. Functions that need a local approach (as well as implementation) are not good 
candidates. In the second column of Table 3, the functions are classified by whether they are 
more likely to have a global conceptual similarity. Table 3 shows that in general, the functions 
that are methodology focused (monitoring community health, solving health problems, assessing 
community needs, doing research etc.) can be tackled thorough a global approach. For functions 
that  are politics or policy focused (enforcing laws, managing national services, promoting policy 
etc.) , a local approach tailored to specific local laws or culture is more likely to be successful, 
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and is less likely to be of interest to a global community. For our curriculum, we will only focus 
on the public health functions that are classified as “global” in Table 3.  
At this point, this classification is based on our judgment. We need to collect data from 
stakeholders and potential participants to determine whether our assumptions about global and 
local relevance need to be modified. 
The third step is to add any additional functions that are not covered in the literature but 
that are of relevance to global health practitioners today. The research studies from which the 
lists in Table 2 were created are at least 10 years old, and new functions or viewpoints have 
emerged since then. There are three specific functions that are not in Table 3 that should be part 
of any global health curriculum today. We discuss these below: 
Public health leadership:  The wording for the description of the functions in the first 
column of Table 3 has been kept as close as possible to the actual wording used in the four lists 
we analyzed. Note that many of the “action words” describing the functions are “promote”, 
“build”, “empower” or “manage”. These are typically words used by those who see themselves 
less as leaders and more as implementers or facilitators. The descriptions of the functions neither 
project an inclination to advocate for solving complex public health problems nor do they reflect 
a strong commitment to bringing about change through leadership. It is useful to contrast these 
descriptions for public health core functions with the following six essential functions of a 
business leader (Brodie, 2007):  
 Providing overall direction 
 Selecting the right strategies 
 Making things happen 
 Getting the right structure 
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 Motivating others 
 People development 
It is a matter of concern that none of the definitions for public health functions includes 
words that convey leadership activities, such as strategy setting, decision making, alignment and 
motivation. Empowering and partnering are important, but these are weaker words that carry less 
impact. Making strategic decisions in a leadership role to bring about change should be an 
essential public health function in any global health curriculum. 
Quality improvement:  All lists that include quality as a core function in the literature 
present it in the context of evaluation and assurance. There is no doubt that quality assurance is 
important and that regular monitoring and evaluation of the outcome of public health programs is 
necessary. But the strict definition of quality assurance is merely ensuring compliance to 
standards. It is impossible to ensure ongoing excellence or innovation in public health without 
coupling assurance to a quality improvement program that uses systematic methodologies such 
as Continuous Quality Improvement (McLaughlin& Kaluzney, 2006) or Six Sigma (Pande, 
Neuman & Cavanagh, 2000).   
Focus on poor and vulnerable populations:  Only one list explicitly mentions the role of 
public health in focusing on the need of vulnerable populations. It is possible that this role is 
subsumed amidst other functions such as community empowerment in the remaining lists, but 
even so, this reveals a lack of emphasis on the importance of public health in transforming the 
lives of the poor and the underprivileged. Even the list that mentions special populations (from 
Australia) is narrowly focused on the Aboriginal people. This gap is particularly puzzling 
because of the current emphasis on using ecological models of health determinants to develop, 
implement and evaluate the effectiveness of health interventions (IOM, 2000). Many researchers 
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have documented the linkages between adverse health conditions and the forces of poverty and 
exclusion (see, for example, the paper by Elstad & Krokstad (2003) about the relationship 
between poor health and employment status). In a recent editorial, Jacob (2007) argues that in 
countries such as India, the context for public health differs significantly from that in the west. In 
his paper, he states that the use of western models of public health in India has resulted in short 
term curative fixes and a bio-medical perspective. The real issues that need to be addressed by 
public health programs are that water, sanitation, housing, education and nutrition cannot be 
counted upon as basic needs, or that social inequality creates large gaps between those who have 
the possibility of good health outcomes and those who don’t. The role of public health in 
addressing these complex social, cultural and economic issues should be an important 
component of our global health curriculum. 
Core Functions for a Global Health Curriculum 
Based on the analysis in the previous section, the global health curriculum should include 
the following functions: 
 Those classified as “global” in Table 3 
 The three additional functions discussed above 
 These are summarized in Table 4. 
Many of the participants in a program offering this curriculum are likely to have 
significant experience in the first set of functions and less experience in the second set. The 
program should be designed to allow participants to expand and extend their skills in areas where 
they already have skills and experience through knowledge sharing, group projects and case 
studies on successful and unsuccessful global practices. In addition, there should be instructional 
and experiential content for the new functional areas. 
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  Many of the functions listed in Table 4 may be activities that public health professionals 
around the world currently do as part of their jobs. The curriculum that we are developing for the 
global health certificate should allow the participants to think about these functions in new way 
that allows change and innovation in public health to take place. Globalization has brought 
additional complexity to the public health landscape, but also opportunities for professionals 
scattered around the world to connect with and learn from each other. Our vision is to be able to 
take advantage of these opportunities to stimulate different ways of thinking and acting that can 
bring about faster and more substantial changes to the health of populations around the world.  
  This section has analyzed the core functions of public health as defined in the literature, 
and has identified a list of existing and new functions that should be addressed by a global health 
curriculum. We will address competencies required in the next section. It is important to reiterate 
that at this point, these are hypotheses based on a synthesis of research. Before implementing the 
curriculum, it is important to test the relevance and importance of these functions to public health 
professionals around the world. 
5. Key Competencies for a Global Health Curriculum 
 In this section, the specific skills or competencies that should be covered by the 
curriculum are described. 
Definition of Competency 
The notion of competencies first gained prominence through the work of psychologist 
David McClelland (1973), who argued that traditional intelligence and aptitude tests are not good 
predictors of practical life outcomes, and recommended that attributes such as knowledge, skills 
or abilities are more relevant for predicting real life success. His conclusions have been 
challenged over the years (see, for example, Barrett and Depinet (1991)), but despite this, 
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defining competencies has become an important requirement for curriculum or job design, 
especially since Prahalad and Hamel (1990) popularized the strategic concept of an 
organization’s core competencies.  
Strangely, there is still no single agreed-upon definition for “competency”.  A task force 
sponsored by the Society for Industrial and Organizational Psychology to define competency and 
competency modeling (Shippman et al., 2000) found no definition that could be used as a “gold 
standard”. The American Compensation Association (ACA, 1996) defines competencies as 
"individual performance behaviors that are observable, measurable and critical to successful 
individual or corporate performance".  In the public health literature, the Public Health 
Competency Handbook published by the Rollins School of Public Health at Emory University 
(Nelson, Essien, Loudermilk, and Cohen, 2002) defines competencies as “the knowledge, skills 
and abilities and behavioral objectives demonstrated by organization or system members that 
are critical to the effective and efficient function of the organization or system”. The CDC 
definition, from the CDC/ATSDR Task Force Report on Public Health Workforce Development 
(CDC, 1999) is “knowledge, skills and abilities which are required to accomplish the desired 
outcomes, generally accepted but may be exceptions for individual jobs depending on actual job 
requirements”.  
There are three points to note in the above definitions. First, competencies are skills 
acquired at the individual level but applied at the organizational level. Individual competencies 
have limited value unless they are used to achieve organizational goals or to improve 
organizational performance. Second, competencies include both skills and behaviors. It is not 
enough just to have abilities, but it is also important to behave in ways that will result in positive 
organizational outcomes. Finally, competencies need to be observable or measurable.   
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In order to develop a definition of competencies relevant for our purposes, it is useful to 
apply the above points to a global health program. First, should build skills for global health 
professionals that can be used in organizations around the world. Second, we should not only 
cover concepts and tools but should also foster behaviors that will lead to collaboration and 
innovative problem solving. Finally, our curriculum should develop competencies that enable the 
participants to bring about observable and measurable change in public health behaviors and 
outcomes in their communities.  The following definition embodies these principles:   
“Competencies for a global health curriculum should be observable and measurable 
knowledge, skills, abilities and behaviors that will enable public health practitioners 
from around the world to collaboratively design and implement innovative solutions to 
commonly faced health problems and to transform public health practice worldwide”.   
Review of Existing Public Health Competency Sets 
There are many competency sets for public health practitioners in the literature. The most 
well-known sets are reviewed here, and their relevance to the goal of this paper is assessed. 
Based on this review and assessment, the key competencies that need to be included in a global 
heath program are identified.  
Institute of Medicine Recommended Curriculum:  In the report Who Will Keep the Public 
Healthy? Educating Health Professionals for the 21
st
 Century (IOM, 2003), the Institute of 
Medicine recommended eight new content areas needed for public health schools to address 
emerging challenges. These areas are: communication, community based participatory 
research, cultural competence, ethics, genomics, global health, informatics and policy/law. 
These areas cover both the technical and behavioral aspects of public health competencies. In 
October 2004, the Association of Schools of Public Health (ASPH) conducted a survey of 33 
21 
accredited US schools of public health to assess the extent to which the IOM recommendations 
were reflected in university curricula (Shortell et al., 2004). According to the study, more than 
75% of the schools offered an entire course on communication, ethics, law, policy and global 
health. A lower percentage offered content in community based participatory research, genomics 
and informatics. Seventy nine percent of the schools offered specializations in policy, and 61% 
in global health. These results indicate that content for most of the competencies recommended 
by the IOM is already available. The challenge is to package and focus this content to achieve 
the desired objectives identified in our definition. 
Council on Linkages Core Competencies for Public Health: The Council on Linkages between 
Academia and Public Health Practice is comprised of leaders from national public health 
agencies and academic institutions. The mission of the council is to improve connections 
between public health practice and education. The council developed a set of core competencies 
for public health professionals (Council, 2005) linked to the ten essential public health services 
developed by the Public Health Functions Steering Committee (1994), and described in Section 
4. The Council categorized the competencies into the following eight domains: 
 Policy Development/Program Planning Skills  
 Analytical/Assessment Skills 
 Communication Skills  
 Cultural Competency Skills  
 Community Dimensions of Practice Skills  
 Basic Public Health Sciences Skills  
 Financial Planning and Management Skills  
 Leadership and Systems Thinking Skills  
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Specific competencies for each domain as well as expected level of skills for different job 
functions are found in http://trainingfinder.org/competencies/list.htm. These competencies are 
further disaggregated by three skill levels: Aware, Knowledgeable and Advanced, and by three 
job categories: Front Line Staff, Senior Level Staff, Supervisory and Management Staff. The last 
category is the target audience for the curriculum we are designing in this paper, and the Council 
recommends advanced skill levels for all the competency domains for this category of workers. 
National Center for Healthcare Leadership Competency Model: The mission of The 
National Center for Healthcare Leadership (NCHL) is to improve the quality of leadership in the 
medical, nursing and healthcare administration professions.  The NCHL has developed a 
competency model for leaders in healthcare that identifies 26 competencies in three domains 
(National Center for Healthcare Leadership, 2005). The three domains are transformation (the 
ability to envision and lead a change process to define new models of healthcare), execution (the 
ability to translate the vision into organizational reality) and people (creating an organization that 
values people). Within these domains, eight technical competencies and eighteen behavioral 
competencies are defined. 
Core Competencies for Public Health in Canada:  The Public Health Agency of Canada 
has created a list of 36 core competencies organized under the following seven categories (Public 
Health Agency of Canada, 2007): 
 Public Health Sciences 
 Assessment and Analysis 
 Policy, Program Planning, Implementation and Evaluation 
 Partnerships, Collaboration and Advocacy 




National Public Health Leadership Development Network Competency Framework:  The 
National Public Health Leadership Development Network began in 1994 as a cooperative 
enterprise between the Association of Schools of Public Health and Saint Louis University, in 
collaboration with the Missouri Department of Health. It is now a consortium of academic 
institutions, national and international organizations, and local, state, and federal agencies and 
has a mission to build capacity of public health leaders. 
The network has developed a competency framework for public health leaders (Wright et 
al., 2000) that identifies four categories of competencies: 
 Transformational competencies, which include systems thinking, visioning, leading 
change communicating; 
 Political competencies, including an understanding of political processes, ability to 
negotiate, and understanding issues of ethics and power; 
 Trans-organizational competencies, involving an understanding of organizational 
dynamics and mechanisms for inter-organizational collaboration, and 
 Team-building competencies, with an ability to create, facilitate, mediate, lead and 
participate in teams. 
Other competency frameworks:  Several other competency sets have been developed by 
different organizations. The most important of these is the core competency framework 
developed by the Association of Schools of Public Health (ASPH, 2006) for the Master’s in 
Public Health (MPH) degree. The framework defines five discipline specific competencies 
(Biostatistics, Epidemiology, Environmental Health Sciences, Health Policy and Management 
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and Social and Behavioral Sciences) and seven interdisciplinary competencies (Communication 
and Informatics, Diversity and Culture, Leadership, Professionalism, Program Planning, Public 
Health Biology and Systems Thinking). This competency framework has not explicitly been 
included in this paper because it is intended for MPH students. The target audience for the 
proposed program is assumed to already have acquired the core competencies through formal 
education or experience. The objective of the curriculum developed in this paper is to enhance 
the interdisciplinary competencies, especially in the areas of program planning, leadership and 
systems thinking. 
 Other competency frameworks in the literature focus on particular disciplines and job 
functions such as public health nursing or environmental health inspectors. In 2001, the CDC 
Office of Workforce Policy and Planning created a list of competency sets for public health-
related occupations that is posted on many websites (see, for example, 
www.ahec.wisc.edu/EdTRAC/compgrid.pdf ). These sets have been divided into the following 
categories: 
 Core – Basic Public Health (essential services of public health) 
 New Topical Areas (emergency, response, genomics, law) 
 Functional Areas (leadership, management, supervisory, secretarial) 
 Discipline Specific (Epidemiology, Informatics, Environment) 
 Other Topics (STD/HIV, Maternal and Child Health etc.) 
Developing Competencies for a Global Health Curriculum 
 The purpose of our detailed review is to create a list of competencies that are relevant to 
global health. We do this using an approach similar to the one we followed for creating the list of 
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functions.  The first step is to synthesize and consolidate the competency sets in the literature. 
The first column in Table 5 shows this list.   
The second column of Table 5 categorizes the competencies into three groups. The first 
group, foundational competencies, are the “nuts and bolts” that every experienced public health 
professional should be expected to have. These represent the “nuts and bolts” competencies such 
as a basic knowledge of public health science, the skills to assess community health needs, and 
the abilities to develop programs and policies to meet these needs. The next group (genomics and 
informatics) reflects specialized technical competencies.  The last group is leadership 
competencies, which deal with the ability of public health professionals to create a vision for the 
organization, to build teams, to communicate and motivate people, to build partnerships and 
coalitions and to deal with political and cultural issues.   
The next step is to review the list of competencies in Table 5 and to select those that 
should be part of a global health certificate curriculum. The criteria we use are the following: 
1. Since the program is intended for experienced public health professionals, the 
emphasis should not be on foundational skills, but on the leadership skills focused 
around global health issues that will enable the participants to use their foundational 
knowledge more effectively to bring about innovation and change. The curriculum 
should therefore focus less on basic assessment, program planning skills or technical 
skills, and more on how these skills can be combined with leadership skills to achieve 
more effective outcomes. 
2. The definition of competencies that we established for this program emphasizes 
“knowledge, skills, abilities and behaviors that will enable public health practitioners 
from around the world to collaboratively design and implement innovative solutions 
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to commonly faced health problems”. Therefore the program should focus on 
competencies that can be learned and applied globally rather than on skills that are 
unique to local contexts. In the third column of Table 5, we have made an initial 
attempt to classify the competencies as global or local.  Foundational and technical 
skills are scientific or analytically based, and so are globally applicable. Leadership 
requires a combination of analytical skills (such as systems thinking, the ability to 
strategize, and the ability to execute), communication and team building skills and 
political and cultural skills. We assume that the political and cultural skills are more 
likely to be dependent on local context and circumstances.  Our initial curriculum 
design in this paper will focus on the competencies listed as “global” in the third 
column of Table 5. These should be validated and modified with market data. 
Based on these criteria, the curriculum that we are designing for a global health program 
will focus on the following six leadership competency areas:  
 Systems thinking around global health issues 
 Guiding organizational transformation 
 Communication 
 Team building 
 Execution  
 Evaluation 
The last step in our analysis of competencies is to map the selected competencies to these 
functions to make sure that all the required functions are covered by them.  This map is shown in 
Table 6. The map shows that each core function is covered by at least one competency and 
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therefore it can be assumed that we have defined a comprehensive list of competencies. We can 
now begin the design of the curriculum which is the topic of the next section. 
6. Designing a Curriculum for a Global Health Certificate 
In this section, we translate the competencies identified in the previous section to a 
curriculum for the certificate in global health.  We propose four courses to address the skills and 
knowledge requirements specified by the competencies, provide a brief description of each 
course and list analogous courses from several universities that can be used as benchmarks when 
these courses are designed in more detail.    
Definition and Approach 
To design the curriculum, we use elements of the approach described in the competency-
to-curriculum toolkit developed by the Center for Health Policy at Columbia University (Gebbie, 
2004). This toolkit provides a detailed step-by-step methodology to create learning objectives, 
evaluation procedures, content and instructional approaches for a given competency. In this 
paper, we will not use the methodology in its entirety since we are designing the details of each 
course. The toolkit will be used more as a framework to guide the proposed course descriptions 
and instructional design. 
The toolkit defines a curriculum as follows (Gebbie, 2004):   
A curriculum is a complete set of learning experiences, including classroom, experiential 
and self-guided, that taken altogether lead to the achievement of a desired set of 
competencies. Any one competency, if complex, may require several learning experiences 
to achieve mastery. Any one course or learning experience may be directed at learning 
one competency, or several. 
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Note that the definition integrates content (the course material itself) and its delivery (the 
instructional method) into the joint concept of the “learning experience”.  This means that there 
is a connection between what is taught and how it is taught, especially for a curriculum that is 
delivered through distance learning. We need to ensure that the curriculum is designed in a way 
that supports distance education. 
The toolkit recommends the following process for developing curricula from 
competencies: 
Step 1:  Select a competency 
Step 2:  Define key words or phrases within the competency statement 
Step 3:  Describe the target audience for the education program 
Step 4: Sequentially separate all required sub-competencies 
Step 5:  Develop objectives (the desired learner behavior or state) for each 
sub-competency 
Step 6:  Relate an evaluation procedure to learning objectives 
Step 7:  Provide an example of relevant literature (content) from theory and 
practice for each sub-competency 
Step 8:  Plan specific classroom or other learning experiences that encompass all identified 
learning objectives 
Our approach in this paper is to stay at a relatively high level and to use the steps above 
selectively.  We will not design a course for each competency, but will design a set of four 
courses that address the six competencies identified in the previous section. Also, we will not 
identify any sub-competencies, but will restrict our analysis to the competency level at this stage. 
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Finally, we will not address learning objectives and evaluation criteria, because these are more 
appropriate at a different level of detail than is addressed in this paper. 
In summary, we will not address steps 4, 5 and 6 of the approach. Steps 1 and 3 
(competencies and target audience) have already been covered in previous sections. This section 
will address Steps 2 and 7 (writing competency statements and defining initial content). Step 8 
(planning classroom experience) is the topic of the next section. 
 Competency Statements 
  The toolkit recommends that any competency statement should have the following 
elements: action verb (observable or measurable performance of a worker), content (subject 
matter, type of performance, specific task) and context (limitations or conditions of work 
environment) (Gebbie, 2004). The following example illustrates these elements:  
Public health supervisory and management staff are competent to translate [the action] 
policy [the content] into organizational plans, structures, and programs [the context]. 
Following this pattern, we can create the following competency statements for our six 
competencies from the previous section: 
1. Systems thinking: Global public health leaders are able to analyze how health issues 
in their countries or jurisdictions are connected to social, economic, environmental 
and biological factors influencing health of populations around the world. 
2. Guiding organizational transformation: Global public health leaders are able to 
develop a vision and strategic plan to transform their organizations to address local 
public health needs in the broader context of common global systemic issues that 
affect the health of populations around the world. 
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3. Communication: Global public health leaders are able to communicate the vision and 
plan for change within and outside the organization in ways that clearly demonstrate 
how changes in local behaviors and policies can have an influence on the health of 
global populations. 
4. Team building: Global public health leaders are able to build and participate in 
flexible teams and networks to address health issues in their countries and 
jurisdictions that take advantage of the global interconnectedness of public health 
professionals. 
5. Execution: Global public health leaders are able to translate their strategic plans and 
visions into local solutions to health problems in their countries or jurisdictions that 
take advantage of global best practices and innovation. 
6. Evaluation: Global public health leaders are able to evaluate the quality of outcomes 
and processes of the public health activities in their countries and jurisdictions using 
global benchmarks and are able to improve the quality of their public health activities 
using formal, well established continuous improvement methodologies. 
Content Descriptions 
  In the following pages, we define four courses to cover the six global public health 
competencies, and identify courses currently offered at universities similar to the proposed 
courses. This is not an exhaustive list of courses, but is an attempt to identify advanced courses 
in some of the best-known schools of public health with relevant content. These and others can 
be used as benchmarks when the detailed curriculum is developed. Table 7 summarizes the titles 
of the courses and the competencies they address. We now describe these in greater detail. 
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Course 1: Critical Issues in Global Public Health 
This course will teach systems thinking by exploring how social, political, economic and 
environmental factors around the world affect the health of populations.  Each lecture will cover 
one critical global health topic primarily using case studies, supported by readings from the 
literature. Students will be asked to analyze the implications of these complex global interactions 
on local health issues, especially as they pertain to the following core public health functions:  
investigation of community health problems, preventing and controlling disease, conducting 
research and innovation, assessing community needs, promoting healthy environments, 
continuous improvement and focusing on vulnerable populations. A sample of benchmark 
courses with content relevant to this course is shown in Table 8. 
 Course 2: Strategic Management and Execution of Public Health Programs: A 
Global Perspective 
Leaders who are effective at bringing about change and innovation to organizations 
distinguish themselves through who they are and what they do. This course focuses on the 
“action” part of leadership. Much has been written about the need for leaders to create and 
communicate a vision (see, for example, Shaw (2006)). But for organizational transformation to 
take place, leaders must be able to bring this vision to fruition through strategic planning and 
execution.  A recent article in the Harvard Business Review (Breene, Nunes, & Shill, 2007) 
describes this role as that of a Chief Strategy Officer (CSO) in an organization. This article 
describes the CSO as a réalisateur, i.e. someone who can “make strategy happen” by balancing 
strategy formulation and execution. The objective of this course will be to promote these 
competencies in global public health leaders.  
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The course will draw from resources such as the programs offered by the Management 
Academy of Public Health (http://www.maph.unc.edu), the National Public Health Leadership 
Institute (www.phli.org)  and the Executive Doctoral Program in Public Health 
(www.sph.unc.edu/hpaa)  at the University of North Carolina at Chapel Hill. The focus of this 
course will be on important cross-cutting issues in international public health such as access to 
health care, effect of gender gaps and economic inequity, emergency preparedness, strengths and 
weakness of different local community-based approaches to public health and health education 
and capacity building. The course will address the following core public health functions: 
promoting healthy lifestyles, building public health workforce skills, preventing and controlling 
disease, assessing community needs, promoting healthy environments, leading change, continual 
improvement and focus on vulnerable populations. A sample of benchmark courses with content 
relevant to this course is shown in Table 9. 
Course 3: Global Public Health Leadership: Teams and Communications for 
Change 
The previous course dealt with the analytical side of global public health leadership. This 
course deals with the people side. Most public health leaders work with a wide variety of 
stakeholders: governments, community organizations, media, NGOs, international donor 
organizations, research institutions, universities etc. The specific nature of the partnerships 
established among organizations interested in public health may vary according to local contexts, 
but the ability to build formal and informal teams to communicate externally and internally is a 
universal competence for public health leaders. This course will draw on principles from the 
fields of organizational development, leadership behaviors, change management, 
communications and knowledge sharing to address topics such as the interactions between 
33 
government, civil society and communities to promote healthy behaviors, building cross-
organizational emergency preparedness plans and incorporating health interventions into 
broader, multi-sectoral development initiatives. The core functions addressed are: promoting 
healthy lifestyles, building public health workforce skills, preventing and controlling diseases, 
promoting healthy environments, leading change and continual improvement. A sample of 
benchmark courses with content relevant to this course is shown in Table 10. 
 Course 4: Evaluation and Continuous Improvement of Public Health Programs 
Worldwide 
The ability to effect rapid changes in global health outcomes requires the capacity to 
continually improve processes and to identify practices that work so that they can be quickly 
shared worldwide. This course focuses on quality assurance and improvement methods such as 
CQI (Continuous Quality Improvement), Six Sigma and Lean, and on the use of quantitative and 
qualitative evaluation methods to assess the effectiveness of processes and outcomes.  The 
emphasis is not on theory but on learning the principles of evaluation through the use of practical 
applications and case studies, so that the complexities and nuances of context, culture and 
circumstances that influence sustainability and transferability of interventions can be surfaced 
and discussed. The core functions covered are: monitoring community health status, evaluating 
quality of services, research and innovation, continually improving and focusing on vulnerable 
populations. A sample of benchmark courses with content relevant to this course is shown in 
Table 11. 
 In the next section, we present ideas for the delivery of the curriculum that supports 
interaction, application and knowledge sharing. 
8. Instructional Design to Support Knowledge Sharing 
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The design principles outlined in Section 2 of this paper identify collaborative problem 
solving, global connectivity, two-way transfer of knowledge and horizontal (peer-to-peer) 
knowledge sharing as distinguishing requirements for the curriculum. In this section, we use a 
model for knowledge creation and sharing to generate ideas for the instructional design of a 
program that supports these requirements. These ideas can be elaborated and validated during the 
detailed design of the curriculum.  
SECI model for Knowledge Creation and Sharing 
In 1991, Ikijuro Nonaka, a professor at the University of California in Berkeley, 
published an article in the Harvard Business Review (Nonaka, 1991) describing a dynamic 
model of knowledge creation and transfer. This model, shown in Figure 1, is referred to as the 
SECI model (for the initials of the four quadrants: Socialization, Externalization, Combination, 
Internalization). In a famous book entitled The Knowledge Creating Company published by 
Nonaka and his colleague Hirotaka Takeuchi (Nonaka & Takeuchi, 1995) described how the 
model was used to create and share knowledge needed to drive innovation in large Japanese 
corporations such as Honda, NEC, Canon, Matsushita and Nissan. 
According to the SECI model, innovative knowledge is created in an organization as the 
result of a dynamic interaction between tacit and explicit knowledge. This categorization was 
first made by Michael Polanyi, a philosopher of science.  Polanyi defined tacit knowing (Polanyi, 
1967) as personal, difficult to articulate knowledge that arises from an individual’s experience, 
context and values. Tacit knowing stands in contrast to the value-free, readily articulated, 
scientific ways of knowing. These concepts have been transformed in the knowledge sharing 
literature into tacit and explicit knowledge. Explicit knowledge, also referred to as “know-what”, 
is the kind of externally disseminated knowledge learned from text books, courses, seminars and 
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other public vehicles and that is commonly held by all members who have participated in the 
dissemination process. Tacit knowledge, referred to as “know-how” is the personal knowledge 
that comes from infusing explicit knowledge with a person’s culture, contexts, experience and 
personality. In a simplistic sense, tacit knowledge can be thought of as explicit knowledge that is 
enriched, deepened and internalized through personal experience.  
Innovative solutions based on successful knowledge leverage both kinds of knowledge. 
Explicit knowledge provides the knowledge base, which refers to the common background, 
curriculum, body of knowledge, language and conventions that are needed for practitioners to 
interact effectively.  Tacit knowledge is the practice of explicit knowledge in different contexts, 
and provides insights on how the knowledge can be used to achieve desired outcomes.  This 
interaction between explicit and tacit knowledge is captured in the SECI model.  
Each quadrant of the SECI model represents one type of knowledge transfer. For 
example, the internalization quadrant represents a tacit-to-tacit knowledge transfer. In addition, 
each quadrant in Figure 1 also shows the primary players who interact in each type of knowledge 
transfer. The internalization quadrant primarily represents knowledge transfer between 
individuals.  
In order to explore the process of knowledge transfer described in the SECI model, let us 
start with the combination quadrant. In this quadrant, the transfer of explicit to explicit 
knowledge takes place. As Figure 1 shows, this transfer is typically between an organization and 
groups of practitioners engaged in similar functions (for example, public health professionals). In 
the context of international global health education, the externalization process represents the 
typical educational model where students learn a documented and pre-defined body of 
knowledge in a classroom or through distance-learning channels. The students combine this new 
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explicit knowledge with existing knowledge that they already have. This is a conscious, 
analytical process.  
Moving clockwise through the model, the next quadrant is internalization and reflects a 
transformation of explicit to tacit knowledge. In this quadrant, practitioners who have acquired 
explicit knowledge construct their own experience of this knowledge through its application in 
their own work sites. As a result of this application, the generic explicit knowledge that they 
learned becomes personalized and contextual. The end of the internalization process results in a 
broadening of personal expertise.  
This expertise is deepened through peer to peer interactions in the socialization quadrant.  
This happens when practitioners interact in informal social or professional settings, such as at 
lunch or after-work events. In these events, conversations about life on the job, war stories, 
anecdotes and other practice-related topics help practitioners reinforce their own expertise. 
Learning through this process is social and unconscious, and focuses on practice, as described by 
John Seely Brown of Xerox Corporation in his book The Social Life of Information (Brown & 
Duguid, 2002).  
Finally, in the externalization quadrant, the tacit knowledge gained through application 
and strengthened by socialization is shared with peer groups and the broader organization and 
made explicit. This transfer from tacit to explicit knowledge adds to the knowledge base of the 
organization. This “new” knowledge, combined with any additional knowledge acquired from 
the literature and other external sources, feeds the next cycle of dissemination.  
A hypothetical example will help show how the SECI model might work in practice in 
our context. Consider a group of public health professionals who are participants in a distance 
learning executive Doctor of Public Health program. The program requires students to do weekly 
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readings, apply the concepts from these readings to practical situations they face in their work, 
and meet synchronously in an on-line discussion forum once a week. As experienced 
professionals, the students bring their own expertise into the program. This expertise is combined 
with the new material they learn through the readings, and this expands their individual body of 
knowledge. This is the combination step. As they acquire this new knowledge, they use it in the 
context of their day-to-day work. This results in a deepening of their base of expertise through 
the process of internal reflection. This is the internalization step. During their participation in the 
on-line sessions, the students discuss their views on the material in a moderated on-line video 
conference. This externalization process is a reflection on the reading material. If transcripts or 
recordings of this discussion session are made available to future students for review, the 
knowledge base is expanded through externalization.   
If these were the only interactions that took place, the overall knowledge base would still 
be enhanced, but the personal connections that give knowledge meaning and richness would be 
missing. This is what the socialization step provides. During the discussion session, socialization 
takes place in the chat window through which students talk to each other. In these sessions that 
take place synchronously with the “official” discussion, personal stories get shared, digressions 
and elaborations about the reading material take place, and personal observations about the 
readings get articulated. At different points in time during the discussion session, relevant pieces 
of knowledge get “externalized” from the chat room dialog, as the informal conversations create 
new revelations worthy of sharing with the larger group. This simultaneous process of 
socialization and externalization broaden and deepen the students’ understanding of the topic. 
The socialization process allows the students to discuss, react and share personal perceptions in 
informal safe spaces with trusted peers. This process allows doubts to be expressed, half-formed 
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principles to be tested, and personal feelings to be shared. The “sharable” outcomes of these 
conversations are rich, nuanced and contextual descriptions of the knowledge. 
According to Nonaka and Takeuchi, the transfer of explicit to tacit knowledge and back 
again is a necessary condition for innovation. This is because this process allows “textbook” 
knowledge to be tested through application, and the insights learned from this application to be 
reinforced and validated through interactions with supportive peers. This newly forged 
knowledge serves to expand the entire know-how of the organization through the externalization 
process. 
The SECI model has been criticized by several authors, who claim that it is empirically 
unsound and does not apply in all cultural contexts (see, for example, Gourlay (2003) or Roy & 
Gupta (2007)). Despite these criticisms, the model serves as a good framework for the 
instructional design of our curriculum. This is because the activities in the four quadrants make 
logical sense even if the process outlined in the model is not always applicable. Our instructional 
design must provide opportunities for participants in the certificate program to engage in the 
activities of each quadrant.  Ideas for how this can be done are now presented. 
Implications for Instructional Design 
Each of the four quadrants of the SECI model can be translated into a requirement for a 
distance learning offering. The combination quadrant is a requirement that some sort of 
instruction or knowledge transfer take place. The internalization quadrant is a requirement for 
application. If the knowledge is not applied, it cannot be internalized and contextualized. The 
socialization quadrant is a requirement for interaction. Interaction between the participants of the 
program allows knowledge to be discussed in informal and non-evaluative settings. Finally, the 
externalization quadrant is a requirement for sharing. Participants in the program should not only 
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receive knowledge, but should also share what they know and what they have learned with their 
peers and with the broader public health community. 
Many distance learning programs try and design their offerings to meet these 
requirements. Case studies or exercises that require students to think about the application of 
classroom concepts to their own work encourage application. Work in small groups or face-to-
face team building exercises are designed to increase the level of interaction among students. 
Developing presentations in small groups that are posted on a bulletin board for a larger group to 
view and/or critique is a way of stimulating sharing. 
Despite these efforts, a real application of the SECI model in typical distance learning 
applications remains superficial. The loop from explicit to tacit knowledge needs to be deep in 
order for innovation to take place. In many classroom settings, students rarely reach deeply into 
their pool of personal experience. Despite opportunities to apply, interact and share, much of the 
output that typically gets produced in traditional curricula is a modification or superficial 
application of classroom concepts.   
There are several reasons for this. First, the primary objective of many traditional 
classroom based distance education program is to teach students, and not to solve real-life public 
health problems that the students may face in their work. Second, the constant pressure to 
complete assignments by deadlines places an emphasis on strategies for producing quick output 
and not on deep reflection. Third, the students in many distance learning programs come from 
diverse backgrounds, and there is usually no attempt to identify a pool of people with closely-
aligned expertise who can work together in a sustained manner. Finally, the large cohort sizes 
mean that students form different groups for different courses, and the opportunity for sustained 
cohesion does not usually exist.  
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The curriculum that we are designing has a broader objective than just providing an 
education since it is intended to support the development of solutions to global public health 
problems. The certificate program should therefore be designed to be a crucible for innovation in 
which the participants work together for a year to produce new ideas, methods and solutions. We 
present some ideas for how the program can be implemented to achieve this objective. Not all of 
these ideas may be part of the ultimate design but they provide a set of options from which a 
viable program can be created.     
Implementing the Curriculum – Key Concepts 
1. Keep the cohort size small, no more than 12-15 per year. 
2. Use a dual selection procedure for admission. Select two-thirds of the participants 
from an applicant pool and invite the remaining third based on experience, vision, or 
need. 
3. Base each year on a particular global health theme, and invite participants who are 
working on that theme to apply to the program (e.g. access to health care, sexual and 
reproductive health, emerging infectious diseases, gender issues in global health etc.) 
4. Require applicants to submit a proposal that outlines their current work, and a public 
health problem that they would like to address during the course of the program as 
part of the application procedure. This problem then becomes the focus of their work 
for the entire program as they work with their peer-group to seek solutions. 
5. Divide the participants into triads, based on commonality of interest and on 
alignments of the problems they would like to address. These triads should have their 
own virtual space using a tool like Groove virtual office to communicate, share 
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information and connect over VoIP. If VoIP is not feasible, we need to work out a 
method for audio communication among the triad members. 
6. Require each triad to maintain a blog that will be open to all current and past program 
participants, to the SPH faculty and to the council of advisors (see below). The blog, 
which should be updated at least once a week, should provide a running log of the 
triad’s progress, issues, questions and concerns. Multimedia submissions (photos, 
video clips, recordings of conference calls etc.) that provide additional context and 
depth to the discussion should be encouraged. Peers from the current and past cohort 
should be able to contribute to the blog to provide answers to questions or to post 
ideas, as will SPH faculty and the council of advisors. 
7. Form and sustain a global “council of advisors” for the program. This council should 
consist of public health professionals who make themselves available to support the 
participants of the program by providing technical advice when requested. Their role 
will primarily be a passive one, but they should be available to the program members 
as a resource if they need access to expertise. Upon admission, each program 
participant will be required to designate a person who can be a member of the council 
of advisors. This person can be a peer, an organizational superior, or someone from 
the participant’s community who is active in public health issues of interest to the 
participant. In addition, others may be asked to join the council by the School of 
Public Health. It is important to ensure that this council does not consist only of those 
traditionally considered to be “experts” (i.e researchers or academics with advanced 
degrees). To represent the complexity and multi-dimensionality of global health 
issues, the council should consist of researchers, community leaders, medical 
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professionals, government officials, civil society members, donor organizations, 
international NGOs, industry leaders and others who are active participants in the 
public health sphere. From the broader council, a smaller advisory group should be 
assigned to each triad to serve as the members’ own personal advisory council. 
8. Assign a faculty advisor for each triad to monitor its progress.  At the beginning of 
the program, the triad members should develop a rolling work plan for the year with 
the faculty advisor. In the first meeting, the plan should outline the public health issue 
they want to work on, a brief description of the questions they expect to jointly 
address, a description of their approach and activities for the first month. Once a 
month, the triad members participate in a conference call (with on-line support) with 
the faculty advisor to discuss progress, request resources and to plan the next month 
of activities. If the cohort size is small, there will be no more than 4-5 triads, and a 
faculty advisor should only have responsibility for one triad. This will allow for 
sustained interaction, and will reduce the burden on the faculty advisor. 
9. At the beginning of the program, organize a face-to-face orientation session if 
possible. This will be complicated to organize, and creative solutions will be needed. 
Selecting triad members who are geographically proximal, having regional satellite 
centers where face-to-face meetings can be held, using regional representatives for 
the program who can stand in for faculty advisors and other solutions need to be 
explored in greater detail.  
10. Because of the complexity associated with connecting a global audience, deliver most 
of the lecture material asynchronously (recorded lectures, videos, readings). 
However, in addition to a possible face-to-face orientation and the monthly 
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conference calls with the faculty advisor, organize two synchronous sessions during 
each course, one in the middle and one at the end. The sessions lasting 90-120 
minutes each should be moderated consulting/Q&A sessions, with a panel consisting 
of the faculty members teaching the course and any relevant guests. The objective of 
these sessions should be to allow participants to ask questions related to the course 
content, discuss their experiences with implementing the course content to their work, 
ask for additional references or resources, and seek peer help. These can be 
supplemented with additional questions posed by the moderator if needed. The 
objective of these sessions should be to focus on applying the concepts in the courses 
to the participants’ work. 
11. To avoid excessive focus on assignment completion and grades, emphasize 
application rather than just a demonstration of understanding of content for 
graduation requirements. In addition to the blog and the monthly meeting with faculty 
advisors, the graduation criteria should require each triad to write two papers – one in 
the middle of the program and one at the end. The papers should be practice-based 
and demonstrate how the concepts covered in the program have been used by each 
triad to address a global health issue of common interest. The papers should be 
subject to a community-based peer review, and the review panel should consist of the 
following: (a) members of another triad; (b) faculty advisor; (c) instructor from one of 
the courses; (d) a member of the triad’s personal advisory council. The objective of 
the peer review is not to make a decision to accept or reject the paper, but to help the 
triad members shape their paper to make it suitable for publication to an external 
audience and a contribution to the overall body of knowledge on global health. 
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12. Create a journal in which the papers can be published. This journal will be the formal 
output of the program. The journal should be an open access, peer reviewed, 
community journal that is available on-line to the global public health community. 
The Knowledge Management for Development Journal can serve as a model for this 
journal (http://www.km4dev.org/journal/index.php/km4dj). If the program is designed 
to be theme based, then the journal can present a collection of papers on a given 
theme. If not, then the journal issue should reflect the contributions to global public 
health practice made by the participants in that cohort. There will one issue of the 
journal each year containing 10-12 submissions. Each issue should have a keynote or 
capstone article written by a person of renown in global public health as a way of 
affirming the value of the contribution made to global health by the participants of the 
program. 
The ideas presented above attempt to address all aspects of the SECI model. Having the 
participants working in triads for an entire year builds the social relationships that are necessary 
for informal socialization of ideas. The council of advisors and the peer review encourage 
externalization of applied knowledge through a reflective process. The requirement to select a 
practical issue and to work on it for a year forces internalization of the theoretical concepts 
learned in the program. Finally, developing a work plan monthly with the faculty advisor allows 
the participants to explore how the explicit knowledge from the program can be combined with 
their own knowledge to create a roadmap for application.  





In recent years, global health has become an important public health topic and is 
generating a lot of interest among students and practitioners. The Institute of Medicine (IOM) 
report Who Will Keep the Public Healthy? lists global health as an emerging area where public 
health professionals need to be trained. The report identifies the following key contributors to 
global health challenges: (a) immigration; (b) poverty; (c) overpopulation; (d) pollution; (e) 
changing food habits and (f) bioterrorism. In response to these challenges, the IOM Committee 
on Educating Public Health Professionals has stated that “public health must be prepared to work 
with individuals from other countries to solve the problems facing our global economy” (IOM 
2003). 
Many universities have risen to this challenge and the number of global health programs 
offered by universities in the U.S. and Europe has proliferated. Many universities have 
established global health institutes dedicated to research in global health. Yet, for the most part, 
the educational programs provided by the universities are designed to train western and 
international students on working with international organizations in developing countries. The 
focus of global health programs has been on the one-way transfer of knowledge from the west, or 
on local capacity building based on models and training programs designed in the west. 
The premise of this paper is that global health issues are too multi-dimensional and 
complex to be successfully addressed through these traditional educational channels. The health 
of populations around the world depends on local cultures, contexts and environments, and it is 
impossible to seek solutions without involving the expertise of communities and professionals 
work in and are intimately aware of those environments. Global health education should 
therefore involve a community of public health professionals from around the world who work 
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together to seek innovative solutions to challenges faced worldwide. A global health curriculum 
should use the capabilities of modern internet technology to allow public health leaders to 
interact, to share experiences, to bring their expertise to a common virtual “table” and to 
collaborate on tackling the problems that affect each and every one of us as human beings, 
irrespective of our economic circumstances and our geography. The curriculum presented in this 




Abelson, J. (2001). Understanding the role of contextual influences on local health-care decision 
making: case study results from Ontario, Canada. Social Sciences and Medicine, 53(6), 
777. 
ACA. (1996). Raising the Bar: Using Competencies to Enhance Employee Performance 
Scottsdale, AZ: American Compensation Association, 
Akbar, H., Hill, P.S., Rotem, A., Riley, I.D., Zwi, A.B., Marks, G.C. et al. (2005). Identifying 
competencies for Australian health professionals working in international health. Asia 
Pacific Journal of Public Health, 17(2), 99-103. 
ASPH Education Committee. (2006). Master’s Degree in Public Health Core Competency 
Development Project - Version 2.3. Retrieved November 10, 2007 from 
http://www.asph.org/userfiles/version2.3.pdf 
Barrett, G.V. and Depinet, R.L. (1991). A reconsideration of testing for competence rather than 
for intelligence. American Psychologist, 46(10), 1012-1024. 
Bettcher, G., Sapirie, S., & Goon, E.H.T. (1998). Essential public health functions: results of the 
International Delphi study. World Health Statistical Quarterly, 51, 44-55. 
Breene, R., Nunes, P., & Shill, W. (2007). The Chief Strategy Officer. Harvard Business Review, 
85(10), 84-93. 
Brodie, D. (2007). The 6 essential functions of a business leader. In EZineArticles. Retrieved 
October 17, 2007 from http://ezinearticles.com/?The-6-Essential-Functions-of-a-
Business-Leader&id=669884 
Brown, J.S. & Duguid, P. (2002). The Social Life of Information. Boston: Harvard Business 
School Press. 
48 
Bunyavanich, S. and Walkup, R. (2001). US Public Health Leaders Shift Toward a New 
Paradigm of Global Health. American Journal of Public Health, 91(10), 1556-1558. 
CDC Task Force. (1999). Draft Report on Public Health Workforce Development Atlanta, Ga.: 
Centers for Disease Control and Prevention, 
Council on Linkages Between Academia and Public Health Practice. (2005). Prologue to the 
Core Competencies for Public Health. Retrieved October 25, 2007 from 
http://phf.org/Link/prologue.htm 
Department of Health. (2001). Shifting the Balance of Power. Retrieved October 15, 2007 from 
www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalas
set/dh_4076522.pdf 
Edejer, T. (1999). North-South research partnerships: the ethics of carrying out research in 
developing countries. British Medical Journal (International Version), 319(7207), 438. 
Elstad, J.I.& Krokstad, S. (2003). Social causation, health-selective mobility, and the 
reproduction of socio-economic health inequalities over time: panel study of adult men. 
Social Science and Medicine, 57(8), 1475-1490. 
Gebbie, K.M. (2004). Competency-to-Curriculum Toolkit:Developing Curricula for Public 
Health Workers. Retrieved November 3, 2007 from 
http://www.nursing.columbia.edu/chphsr/pdf/toolkit.pdf 
Gourlay, S. (2003). The SECI model of knowledge creation: some empirical shortcomings. In F. 
McGrath, and Remenyi, D., (eds), Fourth European Conference on Knowledge 
Management, 
Institute of Medicine. (1997). America's vital interest in Global Health. Washington, D.C.: The 
National Academies Press. 
49 
Institute of Medicine. (2003). Who will keep the public healthy ? Educating health professionals 
for the 21st Century. Washington, D.C.: The National Academies Press. 
Jacob, K.S. (2007). Public health in India and the developing world: beyond medicine and 
primary healthcare. Journal of Epidemiology and Community Health, 61, 562-563. 
Johns Hopkins University. Inernational Health at the School of Public Health. Retrieved 
September 26, 2007 from http://www.jhsph.edu/dept/IH/index.html 
Kennedy, V. C.,Spears, W.D., Loe Jr., Hardy D., Moore, F. I. (1999). Public Health Workforce 
Information: A State-Level Study. Journal of Public Health Management & Practice, 
5(3), 10-19. 
McClelland, D. (1973). Testing for Competence Rather than 'Intelligence'. American 
Psychologist, 28, 1-14. 
McLaughlin. C.P. & Kaluzny. A.D. (2006). Continuous Quality Improvement in Health Care 
(3rd ed.). Sudbury, MA: James and Bartlett. 
National Center for Healthcare Leadership. (2005). Health Leadership Competency Model 
Summary. Retrieved October 24, 2007 from 
http://www.nchl.org/ns/documents/CompetencyModel-short.pdf 
National Public Health Partnership. (2000). Core Public Health Functions. Retrieved October 15, 
2007 from www.nphp.gov.au/workprog/phpractice/corefuncts.htm 
NCHWIA. (2000). The Public Health Workforce Enumeration 2000. Retrieved September 29, 
2007 from ftp://ftp.hrsa.gov/bhpr/nationalcenter/phworkforce2000.pdf 
Nelson, J., Essien, J., Loudermilk, R. and Cohen, D. (2002). The Public Health Competency 
Handbook. Center forPublic Health Practice, Rollins School of Public Health. 
50 
Nonaka, I. (Nov-Dec 1991). The Knowledge Creating Company. Harvard Business Review, 96-
104. 
Nonaka, I., & Takeuchi, H. (1995). The Knowledge Creating Company: How Japanese 
Companies Create the Dynamics of Innovation. New York: Oxford University Press. 
NPHP. (2007). Retrieved October 13, 2007 from www.nphp.gov.au 
Pande, P.S., Neuman, R.P. & Cavanagh, R.R. (2000). The Six Sigma Way: How GE, Motorola, 
and Other Top Companies are Honing Their Performance. New York: McGraw-Hill. 
Polanyi, M. (1967). The Tacit Dimension. London: Routledge and Kegan Paul. 
Prahalad, C.K. & Hamel, G. (1990). The Core Competencies of the Corporation. Harvard 
Business Review, 68(3), 79-91. 
Public Health Agency of Canada. (2007). Core Competencies for Public Health in Canada. 
Retrieved October 24, 2007 from http://www.phac-aspc.gc.ca/ccph-cesp/stmts-enon-
eng.html 
Public Health Functions Steering Committee. (1994). Public Health in America. Retrieved 
October 13, 2007 from www.health.gov/phfunctions/public.htm 
Roy, A. & Gupta, R.K. (2007). Knowledge Processes in Small Manufacturing. Journal of 
Enterpreneurship, 16(1), 77-93. 
Shaw, P. (2006). The Four Vs of Leadership: Vision, Values, Value-added and Vitality. London: 
Capstone. 
Shippmann, J.S., Ash, R.A., Battista, M., Carr, L., Eyde, L.D., Hesketh, B. et al. (2000). The 
Practice of Competency Modeling. Personnel Psychology, 53(3), 703-740. 
51 
Shortell, S.M., Weist, E.M., Sow, M.K., Foster, A. & Tahir, R. (2004). Implementing the 
Institute of Medicine's Recommended Curriclulum Content in the Schools of Public 
Health: A Baseline Assessment. American Journal of Public Health, 94(10), 1671-1674. 
World Health Organization. (2003). Essential Public Health Functions: A Three-Country Study 
in the Western Pacific Region. WHO Regional Office for the Western Pacific, 
Wright, K., Rowitz, L., Merkle, A., Reid, W.M., Robinson, G., Herzog, B. et al. (2000). 
American Journal of Public Health, 90(8), 1202-1207. 
Yach, D. (1996). Redefining the scope of public health beyond the year 2000. Current Issues in 





































Topic(s)  Covered 
1 Introduction - Introduction  
2 Approach - Description of approach 
3 Definitions and 
Principles 
- Definition of Global Health 
- Definition of target audience for proposed 
curriculum 
- Guiding principles for curriculum design 
4 Essential Public Health 
Functions  
 
- Essential Public Health functions: 
definitions from literature 
- Relevant functions for target audience 
5 Competencies - Key competencies required to carry out the 
essential functions 
- Relevant competencies for target audience 
6 Curriculum Design  - Competency-to-curriculum toolkit 
- Description of courses   
7 Instructional Design - SECI Model 
- Instructional design based on model 
9 Conclusions - Summary 
 Table 2 
 
Summary of Essential Public Health Functions 
 
USA Australia UK WHO 




 Diagnose and 
investigate health 
problems and health 
hazards in the 
community  
 Inform, educate, and 
empower people 
about health issues  
 Mobilize community 
partnerships to 
identify and solve 
health problems  
 Develop policies and 




 Enforce laws and 
regulations that 
protect health and 
ensure safety  
 Link people to 
needed personal 
health services and 
assure the provision 
of health care when 
otherwise unavailable  
 Assure a competent 
public health and 





quality of personal 
and population-based 
health services  
 Research for new 
insights and 
innovative solutions 
to health problems  
 
 Assess, analyze and 
communicate population 
health needs and community 
expectations. 
 Prevent and control 
communicable and non-
communicable diseases and 
injuries through risk factor 
reduction, education, 
screening, immunization and 
other interventions. 
 Promote and support healthy 
lifestyles and behaviors 
through action with 
individuals, families, 
communities and wider 
society. 
 Plan, fund, manage and 
evaluate health gain and 
capacity building programs 
designed to achieve 
measurable improvements in 
health status, and to 
strengthen skills, 
competencies, systems and 
infrastructure. 
 Promote and support healthy 
lifestyles and behaviors 
through action with 
individuals, families, 
communities and wider 
society. 
 Strengthen communities and 
build social capital through 
consultation, participation 
and empowerment. 
 Promote, develop, support 
and initiate actions which 
ensure safe and healthy 
environments. 
 Promote, develop and support 
healthy growth and 
development throughout all 
life stages. 
 Promote, develop and support 
actions to improve the health 
status of Aboriginal and 
Torres Strait Islander people 
and other vulnerable groups. 
 Health surveillance, 
monitoring and 
analysis 
 Investigation of 
disease outbreaks, 








 Enabling and 
empowering 
communities and 
citizens to promote 
health and reduce 
inequalities. 





improve health and 
reduce inequalities 
 Ensuring compliance 
with regulations and 
laws to protect and 
promote health. 
 Developing and 
maintaining a well-




 Ensuring the effective 
performance of NHS 
services to meet goals 








 Quality assuring the 
public health function 







 Development of 
policies and 












 Human resource 
development and 
planning in public 
health 
 Health promotion, 
social participation 
and empowerment 
 Ensuring the 










  Table 3 
 
Essential Public Health Functions for Global Health Curriculum 
 
 
Essential Function Global/Local Approach 
Promoting healthy lifestyles Global 
Building public health workforce skills Global 
Empowering communities to address health problems Local 
Promoting public policy Local 
Monitoring community health status Global 
Investigating community health problems Global 
Enforcing public safety laws Local 
Managing national health services Local 
Evaluating quality of services Global 
Researching and innovation Global 
Preventing and controlling disease Global 
Focusing on aboriginal populations Local 
Assessing community needs Global 
Promoting healthy environments Global 




 Table 4 
 




The curriculum will address global issues relating to 
the following public health functions: 
1. Promoting healthy lifestyles 
2. Building public health workforce skills 
3. Monitoring community health status 
4. Investigating community health problems 
5. Evaluating quality of services 
6. Preventing and controlling disease 
7. Assessing community needs 
8. Performing research and innovation 
9. Promoting healthy environments 
10. Leading change 
11. Continually improving 







 Table 5 
 







Systems thinking and leading transformation Leadership Global 
Team building and communication Leadership Global 
Execution and evaluation Leadership Global 
Cultural competency and diversity Leadership Local 
Partnerships, collaboration and advocacy Leadership Local 
Ethics Leadership Local 
Political competency and negotiation skills Leadership Local 
Assessment/Analysis Foundational Global 
Basic public health science Foundational Global 
Policy and program planning Foundational Global 
Global health issues Foundational Global 
Genomics Technical Global 
Informatics Technical Global 
 
 
  Table 6 
 









Building Execution Evaluation 
Promoting healthy lifestyles     X   X   
Building public health workforce skills   X X X      
Monitoring community health status            X 
Investigating community health 
problems X           
Evaluating quality of services           X 
Preventing and controlling disease X     X  X   
Research and innovation X         X 
Assessing community needs  X        X   
Promoting healthy environments X   X   X   
Leading change   X X X     
Continually improving X X   X   X 
Focusing on vulnerable populations X X      X X 
 
  Table 7 
 
Proposed Course Titles and Competencies 
 
Course Title Competencies Covered 
Critical Issues in Global Public Health Systems thinking 
Strategic Management and Execution of Public Health 
Programs: A Global Perspective 
Leading Transformation, 
Execution 
Global Public Health Leadership: Teams  and 
Communications for Change 
Communication, Building 
Teams 






  Table 8 
 
Critical Issues in Global Public Health: Benchmark courses 
 
Course Title University Course Description (*) 
Interdisciplinary 
Perspectives in Global 
Health 
UNC – Chapel Hill This course will explore 
contemporary issues, problems, and 
controversies in global health 
through an interdisciplinary 
perspective; examine the complex 
tapestry of social, economic, 
political, and environmental factors 
that affect global health; analyze 
global health disparities through a 
social justice and human rights lens; 
and expose students to opportunities 
in global health work and research. 
Globalization and Health UNC- Chapel Hill The course examines multiple 
dimensions of globalization and 
explores their direct and indirect 
effects on determinants of health 
through presentations, case studies, 
class discussions, small group 
seminars, readings, weekly written 
assignments, a critical book review, 
and a final paper and poster session. 
An expected outcome of the course 
is that students will gain a deeper 
understanding of how the changes 
and transformations of globalization 
and development affect health, and 
will have examined responses and 
approaches to current global patterns 
that contribute to positive and 
adverse health effects, and health 
inequalities.     
Globalization and Health University of Michigan This seminar explores the diverse 
health impacts of economic, 
environmental, and cultural 
globalization. The transnational 
movement of people, technologies, 
capital, commodities, toxins, 
pathogens, ideologies and treatments 
are affecting people's well-being 
through diverse pathways. 
Introductory lectures and discussion 
 of readings will explore various 
topics related to these issues. We 
will study the forces of 
globalization, beneficial and harmful 
health impacts, role in economic 
development and resource 
distribution, and implications for 
public health practice. 
Research Seminar in 
International Health 
University of Michigan The seminar provides a forum for 
the discussion of capstone research 
projects in international health. 
Students in both the General 
Epidemiology and the Hospital and 
Molecular Epidemiology tracks of 
the International Health Program 
present their research findings. In 
addition, the seminar includes 
presentations of international health 
research by other speakers from the 
University and elsewhere. 
Advanced Topics – Health 




Alternative field methods adopted 
from sociology, anthropology, 
economics, and political sciences for 
social sciences and policy research. 
Builds data collection, instruments, 
measurements, indicators, and data 
analysis and interpretation skills in 
specific socio-cultural contexts. 
Explores ethical issues in 
international research. 
Doctoral Seminar in 
International Health 
Tulane University Students in this course will select 
individual papers published from peer-
reviewed journals, and lead a summary, 
critique, and group discussion of the 
research methodology and general 
science underlying the article; develop 
critical thinking skills related to issues of 
research design, methodology, 
implementation, presentation, and 
discussion of results; develop critical 
and presentation skills through guided 
mentoring and close and structured 
interaction with their peers and the 
faculty. 
 
(*) Course descriptions obtained from on-line university catalogs/ 
  Table 9 
 
Strategic Management and Execution of Public Health Programs: A Global Perspective 
Benchmark courses 
 
Course Title University Course Description (*) 
Strategic thinking and 
implementation in the 
community 
UNC – Chapel Hill  The purpose of this class is to 
enhance participants’ behavioral 
complexity as leaders in strategy 
development and implementation.  
Behavioral complexity means a 
habitual choice of actions from a 
variety of mental models rather than 
from one or two dominant ways of 
thinking.  To develop this 
competency, the class will 
systematically examine several 
major approaches to organizational 
strategy.   
Management of Human 
Resources in Health 
Organization 
UNC- Chapel Hill Emphasis on clarifying concepts of 
human resources management, 
identifying the importance of human 
resources in health organizations, 
establishing the need for relating 
strategic planning of organizations 
to their human resource planning, 
and on examining role of 
organizational culture in behavior 
and productivity. Selected topics 
from the field of personnel 
management and interpersonal skills 
will also be covered. 
Business Planning for 
Health Organizations 
Harvard University This course has been developed for 
students who will be developing and 
managing health-related programs 
and projects. They will be 
introduced to business plans, 
management tools used historically 
by entrepreneurs to gain access to 
financing for their ideas. Through 
this course students will also learn 
basic business skills. Business 
planning draws upon concepts and 
tools found in a number of 
management disciplines, from 
strategic planning to marketing and 
 financial management. Students will 
learn through doing. Everyone 
participating will be required to draft 
a plan to be evaluated by the 
instructor. Several student plans will 
also be discussed by the entire class. 
Thus, everyone must have an idea 
suitable for business planning before 
beginning this course.  
 
This development of this course 
reflects transitions in health sectors 
around the globe. In every country 
managers are under growing 
pressure. Costs are increasing due to 
growing populations, demographic 
shifts, technology change, greater 
demand for consumer 
responsiveness and other causes. 
Meanwhile public budgets are often 
constant or even shrinking. The 
result is that many governments are 
being forced to make strategic 
changes in their health delivery 
systems. These changes include 
changing financing mechanisms, 
making greater use of the private 
(proprietary and non-profit) sectors, 
and instituting regulatory changes. 
Managers in both government and 
non-governmental health 
organizations (NGOs) are being 
forced to increase their 
entrepreneurial and managerial 
skills. Some are managing in 
traditional government 
bureaucracies, while others are in 
new quasi-governmental 
organizations or NGOs. They are all 
in need of new concepts and skills 
that can be adapted from private, 
for-profit management practices. 
They all seek sustainability. 
 
Health Sector Reform: A 
Worldwide Perspective 
Harvard University This course surveys the impact of 
the global movement to reform 
 national health care systems in the 
lower and middle income countries. 
It introduces a framework for 
analyzing health care systems and 
designing strategies for system 
reform, including political 
dimensions, with specific references 
to developing countries. It then 
examines some of the major 
elements of reform strategies as they 
are being applied in these countries, 
including goal-setting, financing, the 
organization of health care and the 
role of the private health sector, 
governmental reform, regulation, 
and change in consumer behavior. 
Studies and case material from many 
different countries are used. 
International Health 
Economics 
Harvard University The objective of this course is to 
prepare students with doctoral-level 
knowledge in theory and research 
methods that economists apply to 
studying international health and 
health policy issues. The major 
topics covered include: economic 
growth and health and well-being 
(happiness), health and income 
inequality, socioeconomic gradient 
of health, household production 
function, health system paradigm, 
health system performance 
determinants and measurement, 
financing and delivery in low-
income and transitional economies. 
For each topic, we will examine the 
underlying theories, empirical 
findings, methodological issues, data 
sources/problems and gaps in 
existing literature. In addition to 
standard economic models, we will 
also examine models that explicitly 
incorporate sociology and 
psychology. 
Advanced Seminar on 
Strategic Planning, Police 
Making and Program 
Harvard University The Advanced Seminar on Strategic 
Planning, Policy-Making and 
Program Implementation is intended 
 Implementation to prepare graduate and mid-career 
students for leadership positions in 
the fields of international 
development, peace building and 
humanitarian affairs. These 
professional workshops will address 
cross-cutting professional 
competencies related to international 
program management within 
governments, international agencies 
and civil society organizations.  
 
The main objective of the course is 
to provide participants, in particular 
MPH-IH students, the necessary 
skills to engage in the design and 
management of international 
operations - an area of increasing 
relevance for public health and 
development professionals. 
Individual sessions will focus on 
operational and programmatic skills, 
including situation analysis, strategic 
and operational planning, 
information management, program 
management, leadership and 
governance skills, and 
communication and advocacy. 
Strategic Management and 




The overall purpose of this course is 
to assist the student in managing 
health care organizations from a 
strategic perspective. This is 
accomplished by systematically 
addressing system-wide, 
organization-wide, group - and 
individual-level issues in strategy 
formulation, content, 
implementation, and performance. 
Emphasis is placed upon the 
manager's role in simultaneously 
taking into account a wide variety of 
internal and external factors to 
improve organization and system 
performance in meeting the health 
needs of individuals and 
communities. Emphasis is also 
 placed on the development and 
implementation of strategies to meet 
multiple stakeholder demands, with 
particular attention given to 
continuous quality 
improvement/total quality 
management approaches. The course 
will cover a wide variety of health 
care organizations including 
physician group practices, health 
systems, hospitals, HMOs, suppliers, 
pharmaceutical and biotech 
companies. 




Evaluation of various organizational 
patterns, functions, and trends in 
international health services delivery 
systems. Sources of differences and 
the significance of systems to the 
health status of a nation. 
(*) Course descriptions obtained from on-line university catalogs 
  Table 10 
 
Global Public Health Leadership: Teams and Communications for Change: Benchmark Courses 
 
Course Title University Course Description (*) 
 Core Principles in Public 
Health Leadership 
UNC – Chapel Hill  The Core Principles in Public 
Health Leadership course introduces 
students to major theories and 
concepts of leadership, ways of 
applying these to public health 
issues requiring leadership, and 
provides an opportunity for students 
to develop skills and resources for 
further developing their own and 
others’ leadership. Core Principles 
in Public Health Leadership will 
cover key topics such as major 
theories and models of leadership, 
leadership competencies, current 
public health issues and challenges, 
ethical issues in leadership, and 
approaches to change and leadership 
at the team, organizational and 
community level.  
Current Topics in Public 
Health Leadership 
UNC- Chapel Hill   
Leadership Theory and 
Practice 





Provides an in-depth study of the 
historical development, structure and 
function of the institutions and 
initiatives constituting the 
'international health system'. The 
first segment of the course will 
examine the basic architecture and 
mandates of the various multilateral, 
bilateral, NGO, foundation and 
private sector entities that make up 
the 'system'. The second segment 
will analyze how the respective 
governance mechanisms operate in 
theory and in practice. The third 
segment will overview international 
resource flows in global health and 
the various mechanisms through 
which the international institutions 
 and their programs are financed. The 
fourth segment will critically review 
the performance of past and present 
global health initiatives and - 
drawing on those experiences - 
review, critique and make 
recommendations on current efforts 
seeking to address new and 
persistent global health opportunities 
and threats. The fifth and final 
segment will examine how public 
support and political will are 
translated into international and 
institutional priorities and action. 
Studies and case material from many 
different countries are used. 
International Cooperation in 
Health Population 
UNC- Chapel Hill Roles, problems, opportunities for 
different kinds of international 
organizations in health and 
population fields 
Intervention and Social 
Change 
New York University Models and processes of social 
change, both planned and naturally 
occurring. Topics include 
intervention and change processes at 
setting, organizational, institutional, 
and societal levels and their 
relationship to behavior across the 
life span. Theories of intervention 
are integrated with discussion of 
change endeavors throughout the 
course. Outcomes of interest include 
mental health problems, antisocial 
behavior, competence, HIV risk and 




New York University Major theories and approaches to the 
study of people in context and to 
understanding how individual 
behavior and functioning are 
influenced by features of settings. 
Emphasis on social and community 
organizations, including formal and 
informal structures, and 
communities and neighborhoods as 
social and functional systems. 
Organizational Resilience University of  
All organizations face adversity; 
 Pennsylvania increasing numbers may expect to 
face crises. This course will explore 
how to avert, mitigate, or confront 
them. 
Managing Change University of 
Pennsylvania 
This course develops the skills you 
will need for leading change.  
Change is a basic ingredient of life.  
Recommending, planning, 
managing, enacting, surviving and 
evaluating personal and 
organizational change are challenges 
that concern everyone.  If the ability 
to execute timely change 
differentiates successful individuals 
– and successful organizations – 
from also-rans, then taking this 
course will give you an important 
competitive advantage as a leader. 
(*) Course descriptions obtained from on-line university catalogs 
  Table 11 
 
Evaluation and Continuous Improvement of Health Programs Worldwide: Benchmark Courses 
 
Course Title University Course Description (*) 
Quality 
Improvement/Leadership 
UNC – Chapel Hill This course explores managerial and 
organizational issues related to 
quality to assist managers who are or 
will be operating in various levels 
and types of healthcare and public 
health organizations. The course is 
designed to balance theory and 
practical lessons to increase 
students’ knowledge, skill and 
abilities to improve performance in 
their organizations. 
Qualitative Evaluation and 
Research Methods 
UNC- Chapel Hill  Prerequisite, HBHE 750 or 
equivalent. Theoretical and 
methodological approaches of 
applied medical anthropology for 
health program development and 
evaluation. Field methods for 
collecting and analyzing data 
through observation, interviewing, 
group methods, and case studies. 
Advanced Evaluation of 
Health Intervention 
Programs 
UNC- Chapel Hill  Emphasis is on methods required to 
complete various types of analysis 
related to program implementation 
(e.g. efficacy of program in terms of 
objectives, cost-benefit analysis, and 
utility analysis). Both quantitative 
and qualitative methods are covered. 
Health Systems Research 




Establishes the purposes of program 
evaluation and gives operational 
meaning to measures of efficiency, 
effectiveness, equity, and 
sustainability. Describes evaluation 
methods using a health and 
management information system and 
presents methods for investigating 
non-routine evaluative questions. 
Quality Assurance 




Presents the principles and practice 
of total quality management 
methods for health systems in 
developing countries. Emphasizes 
integrated district-level health 
 systems management; fostering a 
genuine team approach in the face of 
an authoritarian tradition; central 
importance of community 
governance; interventions performed 
according to standards and in an 
equitable fashion; introducing a 
measurement-based approach to 
problem solving, emphasizing 
analysis of service delivery process 
and outcome; and developing 
operational research as an integral 
component of the management 
system. 
Formal Qualitative Methods Tulane University This course will provide hands-on 
experience in qualitative methods 
useful for health research. Formal 
and non-formal ethnographic 
methods useful for health research 
will be examined, including key 
informant interviewing, direct 
structured observation, free lists, pile 
sorts, ranking, social network 
analysis, and the management and 
analysis of qualitative data in 
general. Students are required to 
learn and use the software program 
ANTHROPAC. 
Planning and Evaluation of 
Health Programs 
Harvard University This course is an introduction to 
monitoring and evaluating both U.S. 
and international health programs 
and interventions. It aims to 
combine a solid theoretical 
understanding of the principles of 
evaluation with illustrations of 
practical application. The course 
will rely heavily on the use of case 
materials to illustrate how 
evaluations are done in the field.  
 
The course will provide an overview 
of the reasons for undertaking a 
health evaluation and will consider 
appropriate conceptual frameworks 
for evaluation. A variety of methods 
for obtaining information are 
 presented including the use of 
qualitative and quantitative data and 
how each of these might be collected 
in a variety of settings. Students are 
introduced to practical problems 
encountered in designing and 
conducting evaluation studies in a 
variety of settings including disease 
specific control programs, primary 
health care, training and 
communications programs and 
reproductive health. 
 
(*) Course descriptions obtained from on-line university catalogs 
 
 Table 12 
 
Summary Of Implementation Ideas For Global Health Certificate Program 
 
Implementation Ideas 
Small cohort (12-15). 
Two thirds selected by application, one third by invitation. 
Applicants required to submit global health issue they want to address in program. 
Applicants organized into triads based on common interest and experience. 
Each triad maintains its own virtual space. 
Each triad required to maintain a blog of its activities. 
Global council of advisors provide a resource pool to program participants. 
Council of advisors chosen from a broad community base: each participant proposes 
one member to  belong to the community. 
Each triad has a personal community advisor drawn from the larger pool. 
Each triad has a faculty advisor who meets with members once a month to review 
project progress. 
Try to organize a face to face orientation if possible. 
Most content will be delivered asynchronously, except for two synchronous Q&A 
events per course (total of 8 synchronous events per year). 
The participants will be required to write two peer-reviewed application based papers 
as a graduation requirement for the program. 
The papers will be published in an open-access, on-line peer reviewed journal which 
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